Many recent articles have examined the delivery of family planning services to low-income areas. Some have described the implementation of specific regional family planning programs."5 Others have been more provocative, stressing that the government has a social responsibility to provide low-cost birth control to low-income neighborhoods."u Still others have used a cost-effectiveness analysis to evaluate family planning programs.`221 One study found reactions to the concept of a door-to-door birth control program more favorable than had been expected.' It is the purpose of this paper to evaluate the effectiveness of door-to-door canvassing as a means of family planning patient recruitment.
such areas as reproductive physiology, contraceptive techniques, community resources, and field interviewing.*
METHODS
We went door-to-door, using a standard introduction to explain our purposes. The following sample introduction was found to be most successful. "Hello, my name is
, and I'm working for Planned Parenthood this summer. My job is to explain the birth control facilities that are available to you as a resident of New Haven. Would you be interested in such information ?" If a neutral or negative response were given, we asked, "Do you have any children?" .. . "How old are they?" . . . "Do you plan to have any more children?" If the answer to the latter was "No" or "Not right away," we continued, "Are you doing anything about it?" This method of direct questioning determined if the resident wanted more children, if he or she was adequately informed about birth control methods, and whether the resident had any children who might benefit from the services. Thus, we were able to gauge whether or not the person would have the need of the information we could offer. From this point, the discussions concentrated on the resident's interests, which ranged from basic sex education to other available community services.
Canvassing was organized on a street-by-street basis. We attempted to concentrate our efforts on those areas where the need for birth control information was apparently the greatest. Those blocks composed of elderly Italian Catholics were canvassed rapidly in order that we could spend more time on those streets where there was a greater percentage of adult population of child bearing age. We found that working two canvassers to a street, each taking one side, provided an opportunity to discuss problem cases; this both broke the monotony of interviewing and broadened the scope of our experiences. Our fieldwork was done during the hours between 10 and 5. The most effective contact hours were between 12 and 2, when the residents were home for lunch. Whenever possible we interviewed the woman of the house, and our results reflect this restriction. Table 1 and Table 2 summarize the canvassing effort. To clarify our categories, "No answer" also included calls when the eligible woman was not at home. "Not eligible" meant that the resident was not of child bearing age, or else the address was inhabited by males only. "Contacts" refer RH/Family planning recruitment I CATES, PEDERSEN, O'BRIEN to women of child bearing age. For those eight per cent who were pregnant, we described the facilities for pre-natal care and discussed the possibility of using contraception after delivery. Information withheld 21 
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The categories in Table 4 reveal the various reasons given by women of child bearing age for not using birth control. "Want more children" included a wide range of responses, from those who were anxxious to have a child as soon as possible to those who really didn't care if they had another or not. "Natural sterility" referred to those women, usually in their forties, who claimed they were not using any method of contraception, yet whose youngest child was older than ten. Such women felt no pressing need for birth control information. The majority of those who were against contraception for religious reasons were Puerto Rican Pentacostals, not Roman Catholics. "Personal Creed" covered those women who did not believe in birth control, and whose basis for this stance was not founded in church doctrine, but rather in their own individual philosophy.
It is important to note that only 14% of those not using contraception actually desire more children. Even by including those residents who claimed they were not having sexual relations (26%o) and those with whom there was a language barrier (5%) to this figure, there remains some 55%o who, though having sexual relations and using no contraceptive (for reasons listed in Table 4 ), said they do not want another pregnancy. As a percentage of the total contacts of child bearing age, some 247 of 961 women (26%o) were taking no precautions to prevent unwanted pregnancies. of these women showed that 35 appointments were actually made (Table 5) . Of these 35 appointments, 23 were made for the resident by the worker. By subtracting the 23 worker-made appointments from our statistics, we see that only 12 of the 62 women (21%o) who said that they would make an appointment on their own actually did so. These statistics emphasize how important it is for the worker to make a definite appointment on the first visit in order to motivate as well as to educate the prospective family planning patient. Our findings also show that 19 out of 23 worker-made appointments, and 10 out of the 12 self-made appointments, were kept. Reaction to canvassers By approaching the subject frankly, neither male nor female interviewers had any difficulty discussing birth control with the residents. Female interviewers elicited a more open response when identifying themselves as 4'married," if asked. Women residents placed more trust in the interviewers if it was assumed that they had shared a similar experience.
DISCUSSION
Approach
Our basic approach was concerned with both educating and motivating the resident. The majority of field time was spent correcting common misconceptions about the more well-known birth control methods as well as -providing information about methods previously unknown to the residents. Moreover, many of those who were recruited for one of the family planning ,clinics already knew about birth control and/or desired to limit the size of their families. They needed to be informed of the facilities, but, as indicated above, many also required further encouragement to make a definite appointment. Such factors as preoccupation with day-to-day routine, lack of access to a phone, or fear of what might happen during an appointment caused a failure to take this initial step. In these cases, we found it effective during the first visit to offer to telephone the clinics from the resident's home to arrange an appointment for her. In addition, the two women interviewers found it helpful to be able to say that they also worked directly in the clinics, and would be there when the resident came for an appointment. Once given a definite time to come to the clinic, these women showed reliable attendance.
Response to family planning As found in earlier studies of family size preferences of the poor,'-lowincome families overwhelmingly favored an ideal family size of between two to four children; furthermore, those women with a large number of children regretted that birth control methods had not been made available to them previously. This gap between desired number and actual number among low-income families is explained by the fact that they have had neither adequate knowledge of the most effective birth control methods nor ease of access to the facilities that dispense this information.
The general attitudes toward particular birth control methods were: 1. The Pill-Most persons identified birth control with the oral contraceptive. We often encountered fallacious opinions about the pill's effectiveness, side effects, and directions for use.
2. The IUD-There was much ignorance of this device among the residents. Once informed of the advantages of the IUD, many women became interested in this form of birth control.
3. The "Operation"-Twelve percent of women interviewed had undergone tubal ligation or hysterectomy. Many more women desired this form of contraception when they learned of the liberalization of Yale-New Haven Hospital's guidelines regarding tubal ligations.
4. Others-Knowledge of other methods of contraception, especially the condom and foam, was apparent among those we interviewed. However, most who acknowledged use of one of these other methods needed to know more about it. (For example, the proper time to insert the foam, adequate understanding of rhythm, etc.)
Few of the women interviewed appeared to have discussed matters of sex, number of children desired, and birth control methods with their families. It was frequently found that the wife wanted to use contraception methods but was hesitant to do so because she was uncertain of her husband's reaction. In such cases the husband's reluctance was often related to either ignorance or suspicion of the contraceptive method. (For in-stance, one such husband believed that the pill was a narcotic and so forbade his wife to take it.)
Teenagers
Parental reactions to the idea of giving birth control information to teenagers were generally favorable. Blacks felt that such facilities might be of use to their daughters, whereas whites considered these facilities to be for "other people's" daughters. This latter response usually contained racial overtones.
In our field contact with those in the 10-15 age group, we found that there was little positive response to direct interviewing. We believe that this important age group can best be reached through classroom intruction.
Teenagers in the 15-17 age group were very receptive to information about the reproductive process, but were embarrassed when confronted with the possibility of using contraception even though, as may be inferred from the frequency of unwed mothers, many were having sexual relations. They were aware that methods and facilities exist, but were not sure that such facilities served teenagers. Furthermore, they were hesitant to commit themselves to a standard of behavior (i.e., using a birth control method) which might be rediculed by their peers.
Teenagers in the 18-20 age group were more anxious to hear about birth control facilities; presumably, their wider experience made them realistically aware of the possibilities of pre-marital pregnancies.
Indirect effects
Quite apart from our statistical results, we feel the major contribution of our program was the unmeasurable general educational effects of our door-to-door interviewing. Some specific examples are:
1. Our conversations about sex and birth control stimulated necessary intra-family discussion on these sensitive subjects. Such conversations were of great value in overcoming the breakdown of communication about sex within families that we had noticed all summer. 2. Pamphlets were handed from parent to child, and from friend to friend. Thus, accurate information on sex education and contraception was circulated widely throughout the Hill area.
3. Our efforts to help the residents achieve their ideal family size provided an example to the low-income families that there was a definite social concern for even the most personal of their problems. Moreover, for those who desired definite birth control information, we were able to provide immediate solutions rather than the long-range promises of other service programs.
Cost effectiveness
Because not all the women who initially expressed an interest in making an appointment were revisited and because it is impossible to estimate the extent of our indirect effects, any measure of births prevented, and therefore cost effectiveness, is imprecise. We determined that it took fifteen hours of canvassing per known appointment. However, the costs of an unwanted child, both to the family concerned and to society as a whole, are difficult to determine quantitatively because of the many complexities involved.`~1 SUMMARY A program of door-to-door canvassing as a means of family planning patient recruitment was undertaken in a low-income area of New Haven. The canvassing techniques and resident responses are described. A total of 961 women were contacted, of whom 128 expressed an interest in making a clinic appointment. A follow-up of 85 of these women showed that 35 appointments were actually made. A breakdown of these appointments emphasized the importance of motivating the initial clinic call. The residents' reaction to the canvassers, and the responses to the concept of family planning are also discussed.
